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through technical assistance and training delivered through curriculums and materials online, by telephone, and
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EXECUTIVE SUMMARY

This overview paper defines and explains services integration and differentiates services integration from systems
integration. Services integration refers to the process of merging previously separate clinical services at the level of
the individual to meet the substance abuse, mental health, and other needs of persons with co-occurring disorders
(COD). The paper examines issues concerning the context, content, approaches, and processes that promote and
inhibit services integration.

Persons with COD are, by definition, persons with multiple service needs. COCE takes the position that

The interactive nature of COD requires each disorder to be continually assessed and treatment plans adjusted
accordingly. It is a disservice to the person with COD to emphasize attention to one disorder at the expense
of the other. (See COCE Overview Paper 3, Overarching Principles To Address the Needs of Persons With Co-
Occurring Disorders, p. 4).

Effective treatment of persons with COD can only occur when mental health and substance abuse services are,

at least to some degree, integrated. Integrated services can be provided by an individual clinician, a clinical team
that assumes responsibility for providing integrated services to the client, or a program that provides appropriately
integrated services by all clinicians or teams to all clients. The message should always be clear that staff members
will do their best to help people with all their problems.

LITERATURE HIGHLIGHTS suggested the need for services integration for individuals
with more severe substance use disorders and more severe
The need for integrated services for persons with COD is mental disorders (Quadrant IV) (see also Overview Paper 1,
apparent in the high community rates of COD (Grant et al., Definitions and Terms Relating to Co-Occurring Disorders).
2004; Kessler et al., 1994; Regier et al., 1990), the negative Most available research has focused on the need for, and
impact of one untreated disorder on recovery from the the effects of, services integration for those with severe
other (Rosenthal & Westreich, 1999), and the fact that most substance use and mental disorders (e.g., Drake et al.,
treatment settings are unprepared to effectively manage 2001).
both substance use and mental disorders (SAMHSA, 2002).
In the late 1990s, a four quadrant conceptual framework Little research has explored services integration for those
(National Association of State Mental Health Program with less severe disorders. Nonetheless, research supports
Directors [NASMHPD] and National Association of State the principle that services integration can play an important

Alcohol and Drug Abuse Directors [NASADAD, 1998])

Table 1: Key Definitions

Integration As used in this paper, integration refers to strategies for combining mental health and
substance abuse services and/or systems, as well as other health and social services to
address the needs of individuals with COD.

Services Integration Any process by which mental health and substance abuse services are appropriately
integrated or combined at either the level of direct contact with the individual client
with COD or between providers or programs serving these individuals. Integrated
services can be provided by an individual clinician, a clinical team that assumes
responsibility for providing integrated services to the client, or an organized program
in which all clinicians or teams provide appropriately integrated services to all clients.

Dual Diagnosis Capable Programs that “address co-occurring mental and substance-related disorders in their
(DDC) policies and procedures, assessment, treatment planning, program content and
discharge planning” (American Society of Addiction Medicine [ASAM], 2001, p. 362).

Dual Diagnosis Capable Programs that provide unified substance abuse and mental health treatment to clients

(DDE) who are, compared to those treatable in DDC programs, “more symptomatic and/or
functionally impaired as a result of their co-occurring mental disorder” (ASAM, 2001,
p. 10).

Systems Integration The process by which individual systems or collaborating systems organize themselves

to implement services integration to clients with COD and their families.

Services Integration 1



role in providing appropriate and effective treatment to

all persons with COD (SAMHSA, 2002). Current programs
can be classified as having basic, intermediate, or advanced
capacity for COD treatment, with the highest level being full
integration of addiction, mental health, and related services
(CSAT, 2005).

Accepted evidence-based practices such as Integrated
Dual Disorders Treatment (Center for Mental Health
Services, 2003), other forms of integrated treatment,

and other promising models in both addiction and
mental health settings have been developed as integrated
service strategies for treating COD. For example, Assertive
Community Treatment and cognitive-behavioral
interventions have produced positive substance abuse
outcomes for persons with COD (McHugo et al., 1999;
Mueser et al., 2003), and research has identified specific
pharmacologic treatments for specific pairs of co-occurring
conditions (Noordsy & Green, 2003; Rounsaville, 2004).

KEY QUESTIONS AND ANSWERS

1. What is meant by “integration” and “integrated”?

The terms "“integration” and “integrated” appear through-
out the literature on COD: for example, systems integration,
services integration, integrated care, integrated screening,
integrated assessment, integrated treatment planning,
integrated interventions or treatment, integrated models,
integrated systems, integration continuum, and so on.

The pervasiveness of “integration” and “integrated” in the
language of COD reflects the following:

e The awareness that the co-occurrence of these disorders
is not simply by chance and occurs frequently

* Anunderstanding that there is always a relationship
between the disorders that affects outcomes

* The recognition that effective responses to persons
with either mental illness or substance use disorders are
compatible

The various types of integration listed above refer to differ-
ent service components (e.g., screening, assessment, treat-
ment planning, treatment provision) or levels of the service
system (e.g., individual practitioners, agencies, local systems
of care, States). The specifics of what is to be integrated
and the mechanisms by which integration is accomplished
will, of course, be different for different service compo-
nents and at different levels of care. The primary focus of
integration is always the same—identifying and managing
substance use and mental disorders and the interaction
between them. Integration may also seek to identify and
manage related health and social problems. The goal of all
forms of integration is to support integrated treatment for
the individual client.

2. What is services integration and how does it fit with
other kinds of integration?

Services integration for COD (see Table 1) is defined as any
process by which mental health and substance abuse services
are appropriately integrated or combined at either the level of
direct contact with the individual client with COD or between
providers or programs serving these individuals. Integration
can be implemented by single providers, teams of providers,
or entire programs. Accordingly, services integration can be
thought of as having two levels (see also Figure 1):

* Integrated Treatment, which occurs at the level of the cli-
ent—clinician interaction. (This level of integration might
also be called “clinician-level” integration.) Integrated
treatment can be provided across agencies, within a pro-
gram, or in an individual provider’s office (CSAT, 2005).
Integrated treatment includes integrated assessment, ac-
tive treatment, and continuing care, as well as concrete
activities, such as reviewing explicitly with the client how
he or she is dealing with any problem and following any
set of recommendations.

* Integrated Programs, which are implemented within an
entire provider agency or institution to enable clinicians
to provide integrated treatment for COD. A COD-specific
integrated program is organized to provide substance
abuse, mental health, and sometimes other health and
social services to persons with COD.

Figure 1: Services Integration and Other Forms of
Integration

Providing Integrated Integrated Programs
Treatment to clients is can facilitate
fundamental Integrated Treatment

Without this, Integrated
Programs and Systems

Integration have no purpose

Services Integration

COD CLIENT

Integrated
Treatment

Systems Integration

Integrated
Programs

Systems Integration can facilitate Integrated
Treatment and Integrated Programs

As shown in Figure 1, integrated treatment and integrated
programs are supported and facilitated by systems
integration. However, unless integrated treatment is
provided to clients, other forms of integration serve no
purpose. It is important to note that, although collaboration
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among providers and programs is one important
component of services integration, it is the content and
structure of the collaboration that supports and facilitates
integrated treatment.

3. What are the benefits and challenges associated with
integrated services from a programmatic, clinical, and
consumer viewpoint?

Given the high numbers of clients with COD seeking
substance abuse or mental health services, failure to address
COD in either substance abuse or mental health programs is
tantamount to not responding to the needs of the majority
of program participants. From this perspective, providing
integrated services is fundamental to providing quality care.

Benefits. A core set of benefits of services integration to

programs, clinicians, and consumers can be identified:

e Improved client outcomes (see Question 4)

e Improved adherence to treatment plans where both
substance abuse and mental illness interventions are
supported

e Improved efficiency because consumers do not have to
shuffle between providers and clinicians do not have to
make referrals and maintain communications among
providers

Additional benefits to consumers include

e Better integrated information rather than conflicting
advice from several sources

e Improved access to services through “one-stop
shopping”

Additional benefits to programs and clinicians include
e Opportunities for agency and professional growth
e \Workforce development

e Less frustration and increased job satisfaction

Challenges. From the perspective of the consumer, there

are few, if any, disadvantages to services integration. From

the perspective of programs and clinicians, implementation

of integrated services involves many of the same challenges

as any other form of organizational change and develop-

ment. These may include the need to

e |dentify and respond to gaps in workforce competencies,
certifications, and licensure

e Proactively address staff concerns related to changes in
roles and responsibilities

e Institute modifications in record keeping to
accommodate COD

e Modify facilities to meet additional needs (e.qg., space for
individual or group counseling)

e Revise staffing patterns and work schedules

e Reconcile differences in confidentiality regulations,
policies, and practices between substance abuse and
mental health

e Revise policies, practices, and requirements regarding
dispensing and managing medications
e Utilize new reimbursement sources and procedures

In-depth discussions of these and other issues related to
managing organizational change are provided by Fixsen
and colleagues (2005).

4. What types of outcomes can be expected from ser-
vices integration?

Research evidence supports the claim that services
integration leads to better client outcomes. For example,
MclLellan and associates (1998) report that clients receiving
integrated services in addiction treatment settings are more
likely to complete treatment and have better posttreatment
outcomes. For clients with severe COD, integrated services
have been shown to increase engagement in treatment
and days of abstinence and reduce psychotic symptoms
(Barrowclough et al., 2001; Drake et al., 1997, 2001;
Hellerstein et al., 1995; Jerrell & Ridgely, 1995). For these
clients, onsite integration may be required since delivery in
multiple settings is associated with a rapid and significant
decrease in treatment retention (Hellerstein et al., 1995).

A small but encouraging literature addresses the
integration of primary care services with services for people
with COD (Grazier et al,. 2003; Lester et al., 2004; Weisner
et al., 2001). For example, individuals with substance-
related medical or psychiatric conditions show a higher
rate of abstinence in integrated substance abuse and
primary care treatment than those receiving nonintegrated
services (Weisner et al., 2001).

Models focusing on populations such as homeless or
criminal justice clients have been developed through local
advocacy. For example, there are housing programs that
serve clients with COD with varying levels of treatment
integration—including supportive housing programs
that access COD services, contingency-managed access
to housing, housing first models that provide services
once clients have housing, and modified therapeutic
communities where homeless shelter occupants receive
onsite COD treatment (SAMHSA, 2005).

5. How does one decide what services to integrate?

Services integration minimally means providing integrated
substance abuse and mental health screening, assessment,
treatment planning, treatment delivery, and continuing
care, either at the level of direct contact with the client or
between providers or programs serving these individuals.
Services integration is a process. Accordingly, any step

to increase access to and coordination with the services
needed by clients with COD is a step toward the ultimate
goal of unifying service delivery and better outcomes for
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persons with COD. Individuals with COD typically have a
wide range of other health and social service needs (New
Freedom Commission on Mental Health, 2003). Providers
may need to help clients access general health services,
HIV/AIDS services, legal aid, English as a second language
classes, nutrition services, vocational rehabilitation, or
employment assistance (SAMHSA, 2005). The choice of
which services to integrate may be guided by practical
considerations, program philosophy, stakeholder needs
and concerns, or any other legitimate inputs into program
decisionmaking.

In an ideal world, persons with COD would be provided
"“one-stop shopping” for all their substance abuse, mental
health, medical, and psychosocial needs. From a practical
perspective, perhaps the best rule is when a service need
becomes apparent among a significant proportion of
clients (e.g., housing services), the relevant services should
probably be considered for integration. A “bottom-up”
clinical approach can document the need for integrated
services through comprehensive client assessment.

6. Are there some services that should not be integrat-
ed?

There is no reason, in principle, why any service that might
be needed by a particular client population cannot be
integrated with the provision of COD services. As discussed
in Question 5, COD services have been successfully
integrated with a variety of other health and human
services.

7. How are integrated services designed and imple-
mented?

The design and implementation of integrated services may
depend on the severity of substance abuse and mental
disorders in a specific population as well as their additional
medical and psychosocial needs (see Question 5). The
optimal integrated service design meets the clinical needs of
people with COD with a treatment team that coordinates
all pertinent aspects of care. Especially for those with
serious disorders, an integrated service design co-locates
that care (SAMHSA, 2002). Such an approach means that
a range of services is provided, including provisions for
medication management, case management, addiction
counseling, and psychosocial rehabilitation.

Since most existing services are not proactively designed to
take COD-specific service needs into account, integration
usually requires a retrofit, with the addition of new services.
One advantage to this approach is that programs can

build on their current knowledge, skills, and strengths
while expanding gradually (SAMHSA, 2003). Incremental
approaches allow treatment facilities and providers to
simplify and change licensing and certification requirements

for treating COD in the context of different licensing and
certification standards.

Other service strategies that facilitate integration include
referral networks (“no wrong door”), physical and temporal
proximity (e.g., services provided by the same clinician or

in the same setting), and care coordination (e.g., services
provided by a team of providers from different domains
who take joint responsibility for the client).

With severe disorders, it is clearly advantageous to integrate
mental health and substance abuse treatment programs
into a unified, seamless service. In programs serving persons
with less severe COD, integration may not need to be as
comprehensive, as the full array of services may not be
indicated for the population served (SAMHSA, 2005).

8. What do integrated services look like in practice?

There is no one organizational chart for services integration.
Integrated services may be implemented using a wide
variety of staffing configurations and agency formats that
meet the overall goal of integrated screening, assessment,
treatment planning, treatment provision, and continuing
care.

As can be seen in Figure 2, any given service integration
initiative can be defined by some combination of three
components: (1) a set of services (minimally substance
abuse and mental health) that are integrated, (2) whether
services are integrated within or across settings, and (3)
whether integrated services are provided by one or more
providers.

So, for example, integration of substance abuse and mental

health services can be accomplished when both types of
services are provided by the same professional or when

Figure 2: Integrated Services
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a substance abuse and mental health professional
collaborate in the care of a client with COD. In the latter
case, the substance abuse and mental health professionals
can be located in the same setting or agency or in
different settings. As one begins to consider services other
than substance abuse and mental health, chances are that
multiple providers and agencies will need to be involved.

The ASAM Patient Placement Criteria, Second Edition,
Revised (ASAM, 2001) describes two levels of integrated
programs for people with COD: Dual Diagnosis Capable
(DDQC) and Dual Diagnosis Enhanced (DDE) (see definitions,
Table 1). See also COCE Qverview Paper 1, Definitions and
Terms Relating to Co-Occurring Disorders.

In practice, the arrangement through which services
integration is achieved will be dictated by local availability
of services, fiscal feasibility, capacity to coordinate, and
administrative support.

9. How does one set the context for services integra-
tion?

Services integration is the natural outgrowth of basic
principles that form the foundation of COCE’s approach
to the care of persons with COD. Clear articulation of
these principles and wide consensus among stakeholders
regarding their importance are key steps toward setting
the context for services integration. As noted in the
Executive Summary, services for persons with COD must
respond to the reality that “the interactive nature of COD
requires each disorder to be continually assessed and
treatment plans adjusted accordingly.”

Organizations that articulate client-centered values,
remove barriers, and allow staff to take appropriate risks
and establish new relationships are vital for transforming
services, including services integration. By contrast, rigidity,
bureaucratic restraints, insufficient collegial support,
change-averse culture, and demoralized staff will impede
services integration (Corrigan et al., 2001). “Top-down”
strategic decisions that are guided more by power
structures, ingrained routines, and established resource
configurations will inhibit services integration (Garvin &
Roberto, 2001; Rosenheck, 2001).

Finally, workforce development is key to setting the
context for services integration. Clinicians will profit
from training in integrated screening, assessment, and
treatment strategies for both mental and substance use
disorders. Training in case management will facilitate
coordination with other non-substance abuse or mental
health services (McLellan et al., 1998).

10. What types of organizational structures and pro-
cesses inhibit or promote services integration?

The implementation of services integration will face the
same organizational challenges associated with imple-
menting any new practice (see Fixsen et al., 2005). Strong
leadership is key.

Some organizational issues are specific to services integra-
tion. An integrated organizational chart, shared assess-
ment tools, and integrated policy manuals will facilitate
the process of integrating services (NASMHPD & NASA-
DAD, 1998). Services integration will be more difficult if
there is a lack of funds for cross-training, lack of incentives
for clinicians to cross-train, outdated policies that do not
support COD treatment, and efforts at cost contain-

ment that impede the treatment of more severe disorders
(SAMHSA, 2002). At the systems level, services integration
is facilitated by regulatory guidelines that allow mental
health and substance abuse funds to be combined or
that provide specific guidelines and instructions for how
to provide integrated treatment within the context of the
existing funding mechanisms (Minkoff & Cline, 2004).

11. How can staff burnout in integrated settings be
avoided?

Staff burnout presents a particular challenge in provid-
ing integrated services. “Compassion fatigue” may occur
when the pressures of work erode a counselor’s spirit and
outlook and interfere with the counselor’s personal life.
To lessen the possibility of burnout when working with a
demanding caseload that includes clients with COD, TIP
42 (Substance Abuse Treatment for Persons With Co-Oc-
curring Disorders [CSAT, 2005]) recommends that clini-
cians providing COD services work within a team structure
rather than in isolation, have opportunities to discuss feel-
ings and issues with other staff who handle similar cases,
be given a manageable caseload, and receive supportive
and appropriate supervision.

12. What are the specific challenges to services integra-
tion from a substance abuse perspective?

The substance abuse professional or agency may have
beliefs that must be addressed to implement integrated
services. These include the belief that mental health prob-
lems are secondary to substance abuse and will improve
when substance use is discontinued, and that medications
should not be used with persons in recovery.

The specific responsibilities that staff in substance abuse
agencies may undertake with clients depend on the licens-
es and/or certifications they hold. Licenses and certifica-
tions define the scope of practice for given disciplines, and
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they differ by State and profession. All staff members can
provide integrated services consistent with their licenses.
For example, although substance abuse counselors in most
States cannot treat mental disorders included in the DSM-
IV-TR or prescribe medications for these disorders, they can
monitor client behavior for signs that medication regimens
are being followed and educate and motivate clients re-
garding the importance of taking their medications.

In addition, some issues associated with clients with mental
disorders may be less familiar to substance abuse treatment
providers. These include the symptoms of mental disorders;
the overlap of these symptoms with those of addiction,
intoxication, or withdrawal; and techniques for distinguish-
ing mental disorders from substance abuse symptoms.
Substance abuse treatment staff may also need to become
more comfortable responding to key issues in recovery from
mental disorders, such as the key role of medications and
the importance of accepting partial recovery as a legiti-
mate treatment goal for persons with severe mental health
problems.

13. What are the specific challenges to services integra-
tion from a mental health perspective?

The mental health professional or agency may also have
beliefs that must be addressed to implement integrated
services, including the belief that substance abuse prob-
lems will resolve when mental disorders are addressed. In
addition, some issues associated with clients with substance
use disorders may be less familiar to mental health profes-
sionals. These include the common physical sequelae of
substance abuse (e.g., HIV/AIDS, hepatitis) and the socio-
legal issues that some clients face (e.g., court orders, condi-
tions of release, probation, parole). Mental health staff

may also need to become more comfortable responding

to such substance abuse recovery issues as denial, working
with a coerced client, abstinence, enabling, relapse, and
peer counseling. Finally, from an agency perspective, mental
health providers may find that reimbursement rates for
addiction services are below rates for mental health services
requiring comparable effort.

14. What should one do to convey to consumers that
they are in an integrated services program?

For many consumers with a history of COD, entering an in-
tegrated service setting may be the first time they feel they
are working with helpers who “get it” and who are not
trying to put aside issues that the consumers know or sense
are important. This feeling should be nurtured by develop-
ing an atmosphere that encourages a broad view of what
the client may need and what the program can offer.

From initial contact and screening through continuing care,
the consumer should feel that the program is responding
to her or him as a whole person. This means that issues

that are important to the consumer are important to the
program and its clinicians. It also requires the program
and clinicians to recognize and respect the complexities of
the consumer’s substance abuse, psychosocial, and health
needs and to ensure they are prepared to address a variety
of issues either in-house or through referrals.

FUTURE DIRECTIONS

Although there is scientific literature regarding the treat-
ment of people with severe COD, there is little research-
based guidance for the treatment of people with less
severe COD (SAMHSA, 2003). Future research can inform
the development of specific integrated interventions for
specific combinations of substance use disorders and
mental disorders, methods for integrating non-substance
abuse or mental health services, and the development

of integrated interventions for specific populations and
service settings.

CITATIONS

American Society of Addiction Medicine. (2001). Patient
placement criteria for the treatment of substance-related
disorders: ASAM PPC-2R. 2d - Revised ed. Chevy Chase,
MD: Author.

Barrowclough, C., Haddock, G., Tarrier, N., Lewis, S.

W., Moring, J., O'Brien, R., Schofield, N., & McGovern,
J. (2001). Randomized controlled trial of motivational
interviewing, cognitive behavior therapy, and family in-
tervention for patients with comorbid schizophrenia and
substance use disorders. American Journal of Psychiatry,
158(10), 1706-1713.

Center for Mental Health Services. (2003, draft). Co-
occurring disorders: Integrated dual disorders treatment
implementation resource kit. Retrieved March 20, 2006,
from http://www.mentalhealth.samhsa.gov/cmhs/commu-
nitysupport/toolkits/cooccurring/

Center for Substance Abuse Treatment. (2005). Substance
abuse treatment for persons with co-occurring disorders.
Treatment Improvement Protocol (TIP) series no. 42 (DHHS
Publication No. (SMA) 05-3992). Rockville, MD: Substance
Abuse and Mental Health Services Administration.

Corrigan, P. W., Steiner, L., McCracken, S. G., Blaser, B.,
& Barr, M. (2001). Strategies for disseminating evidence-
based practices to staff who treat people with serious
mental iliness. Psychiatric Services, 52(12), 1598-1606.

Drake, R. E., Essock, S. M., Shaner, A., Carey, K. B.,
Minkoff, K., Kola, L., Lynde, D., Osher, F. C., Clark, R. E., &
Rickards, L. (2001). Implementing dual diagnosis services
for clients with severe mental illness. Psychiatric Services,
52(4), 469-476.

6 Services Integration



Drake, R. E., Yovetich, N. A., Bebout, R. R., Harris, M., &
McHugo, G. J. (1997). Integrated treatment for dually
diagnosed homeless adults. Journal of Nervous and Mental
Disease, 185(5), 298-305.

Fixsen, D. L., Naoom, S. F, Blasé, K. A., Friedman, R. M., &
Wallace, F (2005). Implementation research: A synthesis

of the literature (FMHI Publication #231). Tampa, FL:
University of South Florida, Louis de la Parte Florida Mental
Health Institute, The National Implementation Research
Network. Retrieved January 25, 2006, from http:/nirn.fmhi.
usf.edu/resources/publications/Monograph/

Garvin, D. A., & Roberto, M. A. (2001). What you don't
know about making decisions. Harvard Business Review,
79(8), 108-116, 161.

Grant, B. F, Stinson, F S., Dawson, D. A., Chou, S. P,
Dufour, M. C., Compton, W., Pickering, R. P, & Kaplan, K.
(2004). Prevalence and co-occurrence of substance use
disorders and independent mood and anxiety disorders:
Results from the National Epidemiologic Survey on Alcohol
and Related Conditions. Archives of General Psychiatry,
67(8), 807-816.

Grazier, K. L., Hegedus, A. M., Carli, T., Neal, D., & Reynolds,
K. (2003). Integration of behavioral and physical health
care for a Medicaid population through a public-public
partnership. Psychiatric Services, 54(11), 1508-1512.

Hellerstein, D. J., Rosenthal, R. N., & Miner, C. R. (1995). A
prospective study of integrated outpatient treatment for
substance-abusing schizophrenic patients. American Journal
on Addictions, 4(1), 33-42.

Jerrell, J. M., & Ridgely, M. S. (1995). Comparative
effectiveness of three approaches to serving people with
severe mental illness and substance abuse disorders. Journal
of Nervous and Mental Disease, 183(9), 566-576.

Kessler, R. C., McGonagle, K. A., Zhao, S., Nelson, C. B.,
Hughes, M., Eshleman, S., Wittchen, H. U., & Kendler,

K. S. (1994). Lifetime and 12-month prevalence of DSM-
llI-R psychiatric disorders in the United States. Archives of
General Psychiatry, 51(1), 8-19.

Lester, H., Glasby, J., & Tylee, A. (2004). Integrated primary
mental health care: Threat or opportunity in the new NHS?
British Journal of General Practice, 54(501), 285-291.

McHugo, G. J., Drake, R. E., & Teague, G. B. (1999). Fidelity
of assertive community treatment and consumer outcomes
in the New Hampshire dual disorders study. Psychiatric
Services, 50, 818-824.

Mclellan, A. T., Hagan, T. A., Levine, M., Gould, F., Meyers,
K., Bencivengo, M., & Durell, J. (1998). Supplemental social
services improve outcomes in public addiction treatment.
Addiction, 93(10), 1489-1499.

Minkoff, K., & Cline, C. A. (2004). Changing the world: The
design and implementation of comprehensive continuous,
integrated systems of care for individuals with co-occurring
disorders. Psychiatric Clinics of North America, 27(4),
727-743.

Mueser, K. T., Noordsy, D. L., Drake, R. E., & Fox, L. (2003).
Integrated treatment for dual disorders: A guide to effective
practice. New York: The Guilford Press.

National Association of State Mental Health Program
Directors (NASMHPD), & National Association of State
Alcohol & Drug Abuse Directors (NASADAD). (1998).
National dialogue on co-occurring mental health and
substance abuse disorders. June 16-17, 1998. Washington,
DC. Alexandria, VA: National Association of State Alcohol
and Drug Abuse Directors (NASADAD). Retrieved February
28, 2006, from http://www.nasadad.org/
index.php?doc_id=101

New Freedom Commission on Mental Health. (2003).
Achieving the promise: Transforming mental health care in
America. Final report. DHHS Publication No. SMA-03-3832.
Rockville, MD: Substance Abuse and Mental Health Services
Administration.

Noordsy, D. L., & Green, A. |. (2003). Pharmacotherapy for
schizophrenia and co-occurring substance use disorders.
Current Psychiatry Reports, 5(5), 340-346.

Regier, D. A., Farmer, M. E., Rae, D. S., Locke, B. Z., Keith,
S.J., Judd, L. L., & Goodwin, F. K. (1990). Comorbidity of
mental disorders with alcohol and other drug abuse: Results
from the Epidemiologic Catchment Area (ECA) study.
Journal of the American Medical Association, 264(19),
2511-2518.

Rosenheck, R. A. (2001). Organizational process: A missing
link between research and practice. Psychiatric Services,
52(12), 1607-1612.

Rosenthal, R. N., & Westreich, L. (1999). Treatment of
persons with dual diagnoses of substance use disorder

and other psychological problems. In B. S. McCrady & E.E.
Epstein (Eds). Addlctions: A comprehensive guidebook (pp.
439-476). New York: Oxford University Press.

Rounsaville, B. J. (2004). Treatment of cocaine dependence
and depression. Biological Psychiatry, 56(10), 803-8009.

Substance Abuse and Mental Health Services
Administration. (2002). Report to Congress on the
prevention and treatment of co-occurring substance abuse
disorders and mental disorders. Rockville, MD: Author.

Substance Abuse and Mental Health Services
Administration. (2003). Strategies for developing treatment
programs for people with co-occurring substance abuse and
mental disorders. Rockville, MD: Author. Retrieved July 15,
2004, from http://www.nccbh.org/cooccurringreport.pdf

Services Integration 7



Substance Abuse and Mental Health Services Weisner, C., Mertens, J., Parthasarathy, S., Moore, C.,

Administration. (2005). Transforming mental health care & Lu, Y. (2001). Integrating primary medical care with

in America. Federal action agenda: First steps. DHHS Pub. addiction treatment. Journal of the American Medical
No. SMA-05-4060. Rockville, MD: Author. Association, 286(14), 1715-1721.

8 Services Integration



COCE Senior Staff Members

The CDM Group, Inc.

Rose M. Urban, LCSW, J.D., Executive Project Director
Jill G. Hensley, M.A., Project Director

Anthony J. Ernst, Ph.D.

Fred C. Osher, M.D.

Michael D. Klitzner, Ph.D.

Sheldon R. Weinberg, Ph.D.

Debbie Tate, M.S.W., LCSW

COCE National Steering Council

Richard K. Ries, M.D., Chair, Research Community
Representative

Richard N. Rosenthal, M.A., M.D., Co-Chair, Department
of Psychiatry, St. Luke’s Roosevelt Hospital Center;
American Academy of Addiction Psychiatry

Ellen L. Bassuk, M.D., Homelessness Community
Representative

Pat Bridgman, M.A., CCDCIII-E, State Associations of
Addiction Services

Michael Cartwright, B.A., Foundations Associates,
Consumer/Survivor/Recovery Community
Representative

Redonna K. Chandler, Ph.D., Ex-Officio Member,
National Institute on Drug Abuse

Joseph J. Cocozza, Ph.D., Juvenile Justice Representative

Gail Daumit, M.D., Primary Care Community
Representative

Raymond Daw, M.A., Tribal/Rural Community
Representative

Lewis E. Gallant, Ph.D., National Association of State
Alcohol and Drug Abuse Directors

Andrew L. Homer, Ph.D., Missouri Co-Occurring State
Incentive Grant (COSIG)

COCE Senior Fellows

Barry S. Brown, M.S., Ph.D., University of North
Carolina at Wilmington

Carlo C. DiClemente, M.A., Ph.D., University of
Maryland, Baltimore County

Robert E. Drake, M.D., Ph.D., New Hampshire-
Dartmouth Psychiatric Research Center

Michael Kirby, Ph.D., Independent Consultant

David Mee-Lee, M.S., M.D., DML Training and
Consulting

Kenneth Minkoff, M.D., ZiaLogic

Bert Pepper, M.S., M.D., Private Practice in Psychiatry

Affiliated Organizations

Foundations Associates

National Addiction Technology Transfer Center

New England Research Institutes, Inc.

Northeast/IRETA Addiction Technology Transfer Center
Northwest Frontier Addiction Technology Transfer Center

National Development & Research Institutes, Inc.

Stanley Sacks, Ph.D.
John Challis, B.A., B.S.W.
JoAnn Sacks, Ph.D.

National Opinion Research Center at the
University of Chicago

Sam Schildhaus, Ph.D.

Andrew D. Hyman, J.D., National Association of State
Mental Health Program Directors

Denise Juliano-Bult, M.S.W., National Institute of
Mental Health

Deborah McLean Leow, M.S., Northeast Center for
the Application of Prevention Technologies

Jennifer Michaels, M.D., National Council for
Community Behavioral Healthcare

Lisa M. Najavits, Ph.D., Trauma/Violence Community
Representative

Annelle B. Primm, M.D., M.P.H., Cultural/Racial/Ethnic
Populations Representative

Deidra Roach, M.D., Ex-Officio Member, National
Institute on Alcohol Abuse and Alcoholism

Marcia Starbecker, R.N., M.S.N., CCl, Ex-Officio
Member, Health Resources and Services
Administration

Sara Thompson, M.S.W., National Mental Health
Association

Pamela Waters, M.Ed., Addiction Technology Transfer
Center

Mary R. Woods, RNC, LADAC, MSHS, National
Association of Alcohol and Drug Abuse Counselors

Stephanie Perry, M.D., Bureau of Alcohol and Drug
Services, State of Tennessee

Richard K. Ries, M.D., Dual Disorder Program,
Harborview Medical Center

Linda Rosenberg, M.S.W., CSW, National Council for
Community Behavioral Healthcare

Richard N. Rosenthal M.A., M.D., Department of
Psychiatry, St. Luke’s Roosevelt Hospital Center

Douglas M. Ziedonis, M.D., Ph.D., Division of
Psychiatry, Robert Wood Johnson Medical School

Joan E. Zweben, Ph.D., University of California -
San Francisco

Pacific Southwest Addiction Technology Transfer Center
Policy Research Associates, Inc.

The National Center on Family Homelessness

The George Washington University



COCE Overview Papers®

“Anchored in current science, research, and practices in the field of co-occurring disorders”

® Paper 1: Definitions and Terms Relating to Co-Occurring Disorders

® Paper 2: Screening, Assessment, and Treatment Planning for Persons With Co-Occurring Disorders
® Paper 3: Overarching Principles To Address the Needs of Persons With Co-Occurring Disorders

® Paper 4: Addressing Co-Occurring Disorders in Non-Traditional Service Settings

® Paper 5: Understanding Evidence-Based Practices for Co-Occurring Disorders

® Paper 6: Services Integration

® Paper 7: Systems Integration

*Check the COCE Web site at www.coce.samhsa.gov for up-to-date information on the status of overview papers in
development.

For technical assistance:
visit www.coce.samhsa.gov, e-mail coce@samhsa.hhs.gov, or call (301) 951-3369

. C OCE
~ SAMHSA's Co-Occurring Center for Excellence
A project funded by the
Substance Abuse and Mental Health Services Administration’s
Center for Mental Health Services and Center for Substance Abuse Treatment

Y SAMHSA

" Substance Abuse and Mental Health Services Administration
U.S. Department of Health and Human Services




